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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: 01 - BUILDING 0101 COMPLETED
TN7919 B. WING 11/24/2014
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 3TATE, ZIFP CODE
6025 PRIMACY PARKWAY
SIGNATURE HEALTHCARE OF PRIMACY MEMPHIS, TN 38119
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTICN i (X5)
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DEFICIENCY) |
N 002 1200-8-6 No Deficiencies N 002
This Rule is  met as evidenced by:
Intakes: TNOO035034
During the investigation survey conducted on
11/24/14 this facility was found to be in
compliance with the Life Safety Code
| requirements of the Tennessee Depariment of :
Health, Board for Licensing Health Care !
Facilities, Chapter 1200-8-06, Standards for
Nursing Homes. i
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